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Trauma in the Lives of Older Men: Findings From
the Normative Aging Study’

Paula P. Schnurr,>* Avron Spiro IIL** Melanie J. Vielhauer,*S
Marianne N. Findler,* and Jessica L. Hamblen?3

Research on the prevalence of traumatic exposure has tended to focus on younger popu-
lations, limiting our knowledge about trauma and its effects in older adults. In this study,
lifetime trauma exposure was assessed in a sample of 436 male military veterans of World
War Il and the Korean Conflict (age 59-92). A clinician-administered screening measure,
the Brief Trauma Interview, was developed to assess lifetime exposure to 10 categories of
trauma using DSM-IV criteria. PTSD was assessed in interview and questionnaires. De-
spite a high prevalence of trauma exposure, symptom levels were relatively low. Few men
met criteria for current or lifetime PTSD. Secondary analyses found that lifetime symptom
severity was higher in men who met the DSM-1V A.2 criterion, in contrast with men who did
not meet A.2. Findings indicate that trauma is highly prevalent among older men, although
many may be asymptomatic.

KEY WORDS: posttraumatic stress disorder; emotional trauma; military veterans; older adults; psychological
assessment.

INTRODUCTION

The National Comorbidity Survey estimated that over half of all U.S. adults between
the ages of 18 and 55, 60.7% of men and 51.2% of women, have experienced at least one
traumatic event during the course of their lives (Kessler et al., 1995). Comparable estimates
of trauma prevalence for older adults do not exist because the National Comorbidity Survey
and other large epidemiological studies of trauma (e.g., Breslau et al., 1991, 1998) excluded
older cohorts.
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On of i be highet in older adults
than that in younger adults simply bes the pas: f time
{i.e. morc years) to be exposed. Particular historical circumstances, such as World War 1T
(WWID), the Holocaust, and Korean Confict, have presetted fucthr oppostunities for rau-
matic exposure among alder age coborts. On the other hand, the fact that younger age is a
sk fastor for exposure w0 violerice (Rennison, 2000) could make older adults less likely
than younger adulfs to have expericnced & traumatic event.

We idensified three studies of trauma in community samples that included adults
aged 60 ot older. Ono was based on Duich survivors of WWH (Bramsen and van der
Plocg, 1996), Eighty-sht pecceat reported exposure to at least one type of trauma during

X disonder (PTSD) was 4 0% in civitians and

the war. The i
7.1% in military veterans. The sccond study was based on men who served in the military
during WWIH or the Korean Confl etal,1998). icipati
in a longitudinal cohort study conducted by the Department of Veterans Affairs, the Nor-
wmative Aging Study (NAS). Overall, 77% of the sample reported having been exposed 1o
a waumatic event; 46.1% had experienced combat and 62.8% had expericaced u civilian

trauma, PISD 1.0% (Spiro etal.,
1994). i the third stady, 68.8% of men and women aged 60 or older reported having expe-
i i 3 iddie-aged (71.6%) and

‘younger (66.9%) groups (Norris, 1992). The most striking diffe p
‘among age cohorts were a higher prevalence of physical and sexual assault in the younger
‘roups and a higher prevalence of combat in the older group. Only 14.2% of the olde group
Teported that they had experienced a traumua in the year prior to assessment, shich was sig-
nificantly fess than in ither of the. younger groups. The younger groups reported a higher
prevalence of recent physical assault, and the youngest graup teported 2 bigher prevalence
of recent tragic death to a foved ore. ‘The prevalence of PTSI in the older group (4.0%)
was lower than that in the middie-aged or younger groups (8.8 and 9.0%, respectively).
‘The prevalence of PTSD among combar-exposed participasts, all of whom ware male and
almost all of whom were over 60 years old, was 2.2%.

is study was designed to expand this lmited knosledge base about traurma in older
adults, Clinical interviews were conducted with a sample of participants from the NAS.
‘These interviews permitted more careful examination of traumatic exposure and PTSD
than was possible in prior investigations that had retied solely on self-report measures
(Schaury ef al, 1998; Spiro ez al., 1994). The primary objective was to document the types
and impact of traumatic exposure in older male veterans. This foous on veterans is actually
broader than might be supposed because 50 many older men are veterans. In 1997, the
majority of U.S. men aged 60-79 were military veterans: in fact, 76% of men aged 70-74
were veterans (Department of Veterans Affairs, 1998). Therefore, studying older veterans
‘can provide information that generalizes to a large percentage of older men.

Prior studies of PYSD prevalence in older veterans have yielded widely verying es-
timates depending on the nature of the sample, As indicated sbove, prevalence estimates
from community studies range from 1 1 7% (Bramsen and van der Ploeg, 1999 Nosris,
1992; Spiro et al., 1994), i i » -
samples are much higher. For example, in & study of patieats sceking PTSD care from
the Department of Veterans Affairs, 53% of WWII veterans and 65% of Korean Conflict
veterans had curtent PTSD (Rosenheck and Fontans, 1994). A study of former prisoners of
war from WWII and the Korean Conflict found that $4-58% had curvent PTSD, depending
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on where they had been imprisoned (Sutker and Alfain, 1996). The same saudy recraited a
nonprisoner control group from community volunteers and found that 14% of these men
had current PTSD {Sutker und AHain, }996)

(DSM-AV; Aresi jatric Associati 1, 1994), e disgnosticcriteria o PTSD

i i i i (Criterion A1)
also had ap extreme emotional reaction o the event, defined as “fear, helplessness, or
horror” (Criterion A.2). A second objective of this study was 1o examing the effect of the
A2 criterion on estimates of traumatic exposure and PTSD. None of the above-mentioned
studies of fifetime trauma exposure in community samples that included older adults used
these more stringent criteria. Thus, for older adulis, the prevalence of rauma or PTSD
defined according to current standards is unknown,

So far, only a few studies have investigated the impact of the A.2 criterion on the
diagnosis of PTSD. Two retrospective studies found equivocal suppart for the utility of the
A.2 criterion. In the field trial conducted as part of the development of DSM-1V, defining
wawma by using A.1 sione versus Al and A.2 bad Jittie effect on the estimated preva-
lence of PTSD (Kilpatrick ef al, 1998). Similarly, a study of undesgradustes found that
only helplessncss was corrlated with greater PTSD sympiom severiy (Rosmer ef al.
1998) Howerer, 2 rospectiv study of crni vicims found ik 89% of thse who hd

ot h

ortor
within a few weeks of the crime; in cmﬂmsl, only 44% of l)r: victims who did not devslnv
PTSD had reported fear, helplessness, or horror at the initial assessment (Brewin of al.,
2000

METHOD
Participants

Participants were drawn from the Boston Veterans Affairs NAS, an ongoing longitu-
dinal project begun in the 1960 with 2,280 men who sere selected for gocd health (Bossé
et al,, 1984). Ex during 196168 when the men ranged in age from 21 to
81 years. Ninety-five percent of the men are military’ veterans, and nearly S0% experienced
combat while in the service. Approximately 98% are Cancasian. The sample’s socioeco-
nomic stats is slighely higher than that in the national veteran population and consists of
an even distribution of white- and blue-collar workers. The NAS men are highly similar
0 other community sumples on measures of personality and mentat beaith (Butcher ez a.,
1991). Attcition has been less than 1% per year since the study began, and the responss
rates to maifed questionnaires typically are greater than 80%.
from 1,10}

on military service and traumatic exposure, served in the military during either WWIE or
the Korean Conflict, responded t0 survey uestions regarding trauma, and were alive as of
September 1995. Survey respondents were similar to nonrespondents in both demographic
and mental health variables (Spiro eral., 1994).

Participants were randomly sampled according (o & stratified procedure that over-
sampled men with combat or civilian trauma exposare, Using the 1990 survey data, five
subgroups were identified and sampled according 1 the following proportions: moderate--
heavy combat with or without civilian teauma (1.00), ight-moderate combat with civilian
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trauma (1.00), hgm-modam conbatanly (.3),ciilsn traums oely (80, and o cnmbal
or civilian trauma (40, £ participants with
roughly 80 prevalenoe of traumatic expasore

Of the 752 men who wer sampled, 648 (36.2%) returned  masled questionnaise,
making them eligible for i . Reasons for wete in-
ability o locate (n = 5; liness, mgnmve impaict, deih o eeusal ( = 53 orcould
ot (n = 46). M
‘men wio did pot respond in he amont o combat exposure and lon s repnncd
in the 1990 data, Howevcr, respondents to the current questionnaire were younger; their
‘mcan age in 1990 was 64.9 years (range = 50-84), versus 66.7 years in Rontespondents
(range == 52-83), #(150) = 2.73, p < .01. Respondents also had fower PTSD severity on
the Mississippi Scale for Combat-Related PTSD in 1990 (Keane et af, 1988): for respon-
dents, A = 57.9, and for nonrespondents, A = 60.5, 1(750) = 2.32, p < .01. However,
despite the lower average in respandents, their range of scores (36-140) included values
above the secommended diagnostic cutpoint of 89 (Kulka ef al., 1990}, whereas the range
in nonrespondents (43-88) did not,

the questionnaire tespondents, 436 (67.3%) were interviewed. At intetview, their

average age was 724 (range = 59-92). Almost all were White (99%; n = 427); 90% (n =
388) had graduated high school, 7% were married (1 = 421), and 735% (n == 304) weze
setted, The majoity (711 = 308 2 WWII,

rcs.pondcms did no differ on any of the 1990 measures: age, combat exposure, chvilian
trauma, or Mississippi scores. Computer error prevented us from deteamining reasons for
net being interviewed.

The present investigation reports on the 436 inteeviewed men. All analyses were
weighted to take into account both sampling and response probebilities so that findings
generalize to the sampling frame of 1,101 mes. Weights were conputed as the inverse of
the proportion of completed intervicws in each of the five trauma subgroups.

Measures
Trauma

Lifetime tauma exposue was measured with the Brief Trauma nerview (B
Schaurr et al, 1995), a s
and effcien tethod for determiing whether an individual has cxperienced 4 umetic
vt thot meets the DSMEIV crlria (APA, 1094) specifed for the diagnosis of PTSD:

potentially life . and A2, a subjective reaction of fear,
hclplessms or horror. The BTI acks about exposure to 10 pes of events, as indicated in
Table 1. It is besed on the Trauma Assessment for Adults (Resnick e al,, 1996).

A screening question for each event is ussd to determin whether further questioning
is warcanted, for example, “Have you ever been in a serious car aocident, or serious accident
at work or somewhere else?" A narrative probe that sifows the interviewer to learn mote
sbout the trauma(s) in guestion follows an afirmati oa g question. I
sufficient information sbost A | is pot provided in the response to the probe, the interviewer
asks farther structured probe questions. I the interviewer decides that one oF more events
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Table . e on the Boiof Traums Interview.

Have W P
s & medic or on graves registration dusg)?
Have i

2.

3 o3 oajor natursl i ch a5 fre, soenaco: food,
easthguabn, of chemical spl?

4 Have h eat susck, feakemia, AIDS, multpl
sclezosts, and so focth?

5. 1 eaten vp, or iy members,

amingers?
6. 4.2 child, were you ever physically punished or besten by a parnt,caretake, o teachr &0 thit Yo

igh welts, oy,
o oxter njories?
7
umwaricd soxuel conract?
8 any
9. Have youver Gon o whi i o
o Jtich iodsty njred o kiled?
10. Hove any by ly, for example, i  mugsiog,

oFattack”

4 meet A1, e or she th i these
evonts, including whether the respondent felt fear, helplessness, or horror (A.2) for any of
them.

PISD

Current and ifetime PTSD were assossed with the Chinician-Administeted PESD
Scale (CAPS; Blake et al,, 1995), a clinici: inie i iew with excel-
fent psychometric properties (Weathers et al., 2001). The CAPS has high sensitivity and

specificity for PTSD in older military etal, 1996). Bach of the
17 DSM-IV intensity ot
{0-4) scale. The g: summed o severity score for and

the symptom scores are summed 1o get an overall measure of PTSD severity. o assess
PISD diagnosis, we scored symptom presence using the “1, 2" rule, which requires that
frequency be rated at least a | and intensity be at lesst 2 (Weathess et al, 1999),

Full PTSD was diagnosed according to DSM-V critetia (APA, 1994) that sequite
stressor exposure (A), 1 of S reexperiencing symptons (B), 3 of 7 numbing or avoidance

toms (C). 2 of: [ ;)
duration of =1 month (F). Partial PTSD was diagnosed if  participant met A, E, and
F criteria, and mel cither: B and D; or B, and had 21 C symptom and >1 D symptor
(Schnutr et al., 1993a).

Current PTSD i was
¥ a panticipant did not have current PTSD, he was asked if symproms had ever been worse:
in the past, and, if 5o, he was asked about the most troubling past episode for any traumia.
I an individual ceported no traumatic event on the BT, CAPS questions were asked about
the most stressful event he had ever experienced. As in the DSM-IV Field Trial for PTSD
(Kilpatrick et al., 1998), this ensured that all of the PYSD symptom questions wese asked
of all participants.
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the Mississippt Scale
(Keano e al., 1988) and the PTSD Checklist (PCL; Weathers et aL., 1993), both of which
conespond highly to a diagnosis of PTSD based on structured interview. The 35 items on
the Mississippi Scale ate rated on a $-point scale, and so scores range from 35 to 175
As indicated sbove, a score of 89 is the d cutpoint

samples (Kulka et ., 1990), The PC. consists of he 17 BSH-IV PTSD symptoms, rated
on a 5-point scale; scores vange from 17 to 85. The zecommended diagnostic cutpoint in
veterans is 50 (Weathers et al., 1993).

Interrater Reliability

A doctora-level clinicat psychologist who was not involved in data collsction rated
25 audiotaped interviews that jucluded § cascs with current or lifetime PTSD, 10 cases
with curtent of lifetime partial PTSD, and 10 cases with no FTSD. Kappa coefficients for
the pressnce of rauma meeting DSM-1V criterion A.1 were above 70 (range = .74-1.00)
for all events except llness (69) and “other” life-threatening events ot covered by the
remaining categories (.60). Kappa cocfficients for the presence of trauma meeting both
A.land A2 were above 70 (range = .74-1.00) for all events except other life-threatening
‘events (.17). The raters agreed on the one case of current PTSD and on four of the five cases
of lifetime PTSD (x = 89). Intraclass correlations for CAPS current and lifetime PTSD
severity scores were 96 and 99, respectively.

Procedure

All of the procedures were reviowed and approved by an isttutional rviow bosrd.

PCL and Mississippi Seale),

ith a coverlttr iforming them tha they had been selected for  study of ther il itary
sarvice experiences and other significant life events. The letter explained that an interview
would be scheduled afrer the questionnaires had boen completed 2nd returned. Question-
maires were maifed in batches so that interviews could be conducted within § weeks of
questionnaire completion. Throe contact attemps, including a romailing of the question-

naire packet, werg ide mantobea
lnwmews -tevel clinical st (n = 164), or one.
of twe fevel clini ists (1 = 240 and 32, respoctively). Afer obtaining

intormed consen the. mervewes aminiired he BTI. Pollowed by the CAPS. Most
intersiews (1 = 343) took place in porson; however, soe (1 = 93) wese conducted by
phone forparticipants
or unable o ravel. Phone ntervi shown

nterviens wih truos sorvivors (Dansky et al, 1995), Panticipants who wore interviewed
in person teceived $30 to compensate them for expenses.

RESULTS

As shown in Table 11, 79.0% of the sample met A.1 and A.2 criteria for exposure
o at least one type of traumatic event. Almost 70% reported exposure {o an event ofher



Teauma in Older Men 181

“Fable . Tramatic Exposure as a Punction of Trauma Type and the DSAF-IV Stscor Crterion

DSHAV A Crierion

Buen ooposute MatAlody  MaATAAZ
Wes-z0m¢ expoaure 507 127 %6
Ssrions acident 5 e 255
foasiee 54 08 28
Lt 05 182 211
Fysical asanlt. 03 52 10
Chidiood physical abuse as 20 5
Soxuat assaul 252 to 3k
Other if thevatening evers %43 19 3%
Wiinassed Hfe-heeas st i as
Vaoleat death o loved one: 778 105 u7
Anyewent 3 2 0
Ay e, excopt varzone. 57 213 5.1

Nore N = 43

than war.zone trauma. Was-zons exposure and withessing a trauma wers the most common
evenss, and childhood physical abuse, sexual assault (at any age), and events not covered by
the other categories were the least common events, On average, perticipants were exposed
101,73 types of events (range = 0-8).

‘Table I shows that the prevaleace of trauma exposure would be bigher if we defined
trauma only in terms of lfe thret (A.1). Tn fact, over 95% of our sample weuld be classified
ahy 4. Table hat the i 2eriterion would be

that a participant met A.2 if hie met A1 for a given type of event, Figure 1 shows wide.
variation among event types in torms of theso probabilities. Sexual treuma and war-zone
exposure had the highest conditional probabilities, whereay disaster, serions iflness, and
vialont death of a loved one had the lowest probabilities of A.2 being mot

o o » » @ E @ 3 »

Sorwal assanit

Wacsone

Witatssed

Dissster *

W

Votens denth

Wig, . Condiional probabilty of wceting DSM-1V citerion A2, given A1
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Table III. PTSD Diagnosis by Clinician-Administered PTSD Scale

Current Lifetime
Full PTSD 0.5% (3) 1.5% (7)
Partial PTSD 2.2% (10) 9.8% (44)
DSM-1V criterion ‘
B (reexperiencing) only 9.6% (45) 23.6% (107)
C (avoidance/numbing) only 0.7% (4) 3.2% (14)
D (hyperarousal) only 3.0% (15) 9.2% (42)

Note. N = 436. Percentages are weighted to reflect sampling and response
probabilities. Observed ns appear in parentheses.

Despite the high prevalence of exposure, less than 1% of the sample had a cur-
rent PTSD diagnosis, and only 1.5% had met diagnostic criteria at some point during
their lifetime (Table III). If we had not required participants to meet A.2, these percent-
ages would have been unchanged. The prevalences of current and lifetime partial PTSD
were low. Of the DSM criteria, participants were least likely to have met the C crite-
rion of at least three avoidance or numbing symptoms. Estimates of current PTSD ac-
cording to self-report also were low. Only 1.1% of men met the recommended cutpoint
of 50 on the PCL, and 2.0% met the recommended cutpoint of 89 on the Mississippi
Scale.

Table IV presents PTSD symptom severity as a function of number of types of trau-
mas. Although 48% of the sample reported exposure to more than one type of trauma,
severity scores were extremely low. Despite these low scores, number of trauma types was
related to higher symptom levels on the PCL, F(4,411) = 7.95, p < .001, and the CAPS,
both lifetime, F(4,431) = 18.67, p < .001, and current, F(4,431) = 10.12, p < .001.
Follow-up tests showed that participants with only one event type did not differ from
participants with no events, and participants with three or more events had the highest
scores.

Table V presents the results of analyses conducted to determine whether CAPS life-
time PTSD severity scores differed as a function of meeting A.2, versus meeting A.1
only. Although average PTSD severity scores were far below clinically significant levels,
participants who met both A.1 and A.2 had significantly higher scores than did participants
who met A.1 alone for war-zone exposure, accidents, disaster, life-threatening illness, phys-
ical assault, and witnessed events.

Table IV. PTSD Symptom Severity as a Function of Number of Traumatic Exposure Types

CAPS
No. of trauma types Weighted (%) Observed (n) PCL  Current Lifetime
0 21.0 77 20.6, 0.8, 2.1,
1 309 133 20.7, 0.9, 3.0,
2 204 101 23.24 2.1, 7.2y
3 13.8 66 25.1; 5.7 13.6¢
4+ 13.8 59 24.1y 5.8, 17.4.

Note. N = 436. Means are weighted to reflect sampling and response probabilities. PCL, =
PTSD Checklist. CAPS = Clinician-Administered PTSD Scale. Column means not sharing
the same subscript differ at p < .05 by Duncan’s Multiple Range Test.
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Table V. Lifetime PTSD Severity as a Function of DSM-IV Trauma Criterion

Event Met A.lonly MetAl& A2 df F
War-zone exposure 2.0 9.7 1,276  14.08***
Serious accident 4.7 10.3 1,178 6.39*
Disaster 44 142 1,199  18.24**
Life-threatening illness 42 12.8 1,171 13.86***
Physical assault 6.6 16.6 1,84 3.99*
Childhood physical abuse 4.0 12.2 1,24 1.20
Sexual assault 26.5 15.3 1,16 0.71
Other life-threatening event 3.8 13.5 1,22 2.48
Witnessed life-threat 5.8 11.0 1,206 4.93*
Violent death of loved one 72 11.5 1,93 1.41

Note. Severity is measured as total score on the Clinician-Administered PTSD Scale. Ns vary
as a function of event type. Analyses were weighted for sampling and response probabilities.
*p < .05.%*p < .001.

DISCUSSION

Four out of every five of the older male veterans in this study had experienced at least
one traumatic event during the course of their lifetime. Although veterans might be expected
to have been exposed to a traumatic event during military service, roughly two out of three
of these men had experienced a trauma outside a war-zone. Exposure to more than one kind
of trauma was common, occurring in almost half of the sample.

This is the first study of older adults to present information about trauma exposure
defined according to DSM-IV (APA, 1994). Prior studies used DSM-III-R criteria (APA,
1987), which allow fewer trauma types to meet Criterion A but do not require a subjective
distress reaction. Our estimate of 79.0% according to DSM-1V criteria is quite similar to the
77.0% according to DSM-III-R criteria that we previously reported for the NAS (Schnurr
etal., 1998). A comparison between two studies of younger and middle-aged adults suggests
that DSM-IV may yield higher estimates of exposure, however. Using DSM-III-R criteria,
Kessler et al. (1995) estimated that 60.7% of men and 51.2% of women had been exposed to
a traumatic event. Using DSM-1V criteria, Breslau ez al. (1998) estimated that 89.6% of men
and women had been exposed. It is unclear why our DSM-IV-based and DSM-III-R-based
estimates are so similar, but in light of Breslau et al.’s data, at least we feel confident in
concluding that the 79.0% is not an overestimate.

Multiple-trauma exposure was related to a higher level of PTSD symptoms, as would
be expected based on findings with younger samples (e.g., Green et al., 2000). PTSD
prevalence was low, but comparable to the 1.7% lifetime and 0.6% current prevalence
recently reported for elderly depressed patients (Lenze et al., 2000). The low prevalence
of PTSD, according to both self-report and clinical interview in our study, suggests that
long-delayed onset or a worsening course of symptoms is not necessarily a consequence of
aging among trauma survivors.

The low prevalence of PTSD in our study also suggests that the prevalence we had
previously reported for the NAS (Spiro et al., 1994) was not merely an artifact of the self-
report method used in that investigation. Instead, the low prevalence of PTSD in the NAS
is likely due to the initial selection criteria, which required that men entering the study be
physically as well as emotionally healthy. Men who had obvious symptoms of PTSD would
have been ruled out. Also, because PTSD is associated with poor physical health (e.g.,
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Beckham et al., 1998; Schnurr et al., 2000), individuals with PTSD could have been ruled
out for medical reasons. If the association between PTSD and poor health led to greater
mortality among NAS participants with PTSD, selection effects due to mortality could have
contributed to the low prevalence as well. For all of these reasons, our estimates of PTSD
prevalence are likely to underestimate the true prevalence of PTSD in older veterans, or in
older men more generally. Even the estimates of lifetime PTSD prevalence generalize only
to survivors. The question of how many WWII or Korean Conflict veterans ever developed
PTSD cannot be answered with this or any other study.

Nevertheless, our data, along with findings from other community samples, indicate
that PTSD prevalence probably is lower in older men than that in younger men. For example,
Kulka et al. (1990) found that 15.2% of male Vietnam veterans had current PTSD. In
contrast, Norris (1992) found that 2.2% of older combat veterans had current PTSD, and
Bramsen and van der Ploeg (1999) found that 7% of older Dutch military veterans had
current PTSD. Researchers need to confirm these findings by including older adults in
future epidemiological studies of PTSD. Longitudinal studies are required to separate the
effects of age from the effects of cohort and time-of-measurement. Age differences are
likely due to a combination of factors, including special historical circumstances (e.g.,
more popular support for WWII than for Vietnam), and not merely a greater likelihood of
recovery in the elderly.

Events varied in terms of the conditional probability that an exposed individual would
meet A.2. Reporting the prevalence of exposure by ignoring the A.2 criterion of fear,
helplessness, or horror increased our estimate of lifetime exposure from 79 to 96%. Which
of these estimates is better, or “correct”? For documenting exposure, we suggest that A.1
alone is preferable because A.2 is a property of the person who experiences a life-threatening
event, and not a property of the event itself. Saying that a person has not been exposed to a
traumatic event because of a lack of distress is akin to saying that a person who was exposed
to a pathogen was not exposed because he or she did not become ill following exposure.

The use of A.2 for diagnosing PTSD is a separate issue. Like Kilpatrick et al. (1998) in
the DSM-1V Field Trial, we found no effect of A.2 on PTSD prevalence. Both our study and
Kilpatrick et al.’s relied on retrospective reports of A.2. In their prospective study, Brewin
et al. (2000) found that fear, helplessness, or horror reported in the immediate aftermath of
a traumatic event was associated with subsequent PTSD status. One way to reconcile these
seemingly disparate findings, other than to ascribe them to retrospective versus prospective
methods, is to carefully consider how A.2 relates to diagnosis. In Brewin ef al.’s study,
the presence of A.2 was only weakly predictive of having PTSD, whereas the absence of
A.2 was highly predictive of not having PTSD. By our calculation, the positive predictive
value of A.2 for a PTSD diagnosis was only .34 (25 PTSD cases out of 73 participants who
reported A.2), and the negative predictive value was .95 (62 noncases out of 65 participants
who did not report A.2). Eliminating the A.2 criterion in such a circumstance would not add
many more PTSD cases because individuals who did not meet A.2 would be unlikely to meet
necessary symptom criteria. Our observation of greater symptom severity in participants
who met both A.1 and A.2, in contrast with participants who met only A.1, is consistent
with this interpretation.

These findings, in conjunction with findings from other studies (Brewin et al., 2000;
Kilpatrick ef al., 1998), raise a question about the utility of the A.2 criterion. For diag-
nostic purposes, A.2 seems unnecessary. This possibility needs to be confirmed in a large
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epidemiological study, but, in any event, should be considered during the process of re-
vising DSM-1V. For screening purposes with recent trauma victims, A.2 may have much
greater utility in helping to rule out individuals who are unlikely to develop PTSD, thereby
permitting scarce resources to be allocated to individuals who are in greater need.

This study provides preliminary evidence that the BTI is a reliable and valid measure
of lifetime trauma exposure. Interrater reliability was good to excellent except for a category
of life-threatening events that were not captured by the primary categories. In practice, this
category often functioned to identify events that belonged in other defined categories, but
that had not been mentioned during questions about those events. Most affirmative responses
were thus recoded into the appropriate event types. In future work with the BTI, we will
address ways to enhance the reliability of this item. Criterion validity was demonstrated
by the finding that PTSD symptom severity was related in expected ways to two measures
derived from the BTI: number of types of traumas and presence/absence of Criterion A.2.

Our findings call for wider investigation of trauma and its consequences in older
populations. Conclusions cannot be drawn about whether the prevalence of exposure in older
men is higher or lower than in younger men. However, the issue of relative differences among
age cohorts is less central than the fact that so many elderly individuals have experienced
one or more traumatic events. Many have not suffered long-term adverse consequences;
in fact, there can be benefits of traumatic exposure, such as enhanced personal growth
(Aldwin et al., 1994; Elder and Clipp, 1989; Schnurr ef al., 1993b). Nevertheless, some
men, even in this select sample, had significant posttraumatic symptoms. PTSD and other
reactions to trauma should not be overlooked as concerns of the elderly.
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